Background: The goal of this pilot study was to implement a Canadian mental health guideline in a long-term care residence in order to improve interprofessional care of clients with mood and behavioural issues.
Introduction
All residents in long-term care (LTC) homes have unique physical, social, and mental health needs. In addition to requiring assistance for one or more activities of daily living (e.g., bathing, dressing, eating, toileting, and so forth), residents are likely to experience cognitive decline, depression, and/or anxiety. In Canada, it is reported that 20% of people aged 65 and older live with a mental illness [1] , and many longterm care home residents present with cognitive impairment as well as mental health issues [2] [3] [4] . The clinical complexity of individuals living in long-term care raises challenges for healthcare providers wanting to deliver the best possible care.
It is especially difficult to provide optimal care for residents with different levels of cognitive impairment when they present with challenging behaviours such as resisting both medical interventions and personal care. Staff at the point of care, including personal support workers (PSWs), also known as healthcare aides or nursing assistants, are not commonly trained in behavioural and psychosocial health unit. The combined population of all three units at the beginning of the study was 79 residents. The study was approved by the organization's research ethics board.
Recruitment for the evaluation varied by group (staff, residents, and families). Staff were approached in person and were invited to complete the satisfaction survey and participate in the focus groups pre-and post-intervention. Small-group information sessions were held on the floors to explain the project to participants. When it was not possible to meet staff face to face, they were given a letter explaining the project and requesting their participation. Written consent was obtained. Capacity of a resident to consent to participate in interviews or focus groups was determined by the attending physician and unit social worker after consultation with the Unit Director and the nurses who were most familiar with each particular resident. Additionally, residents and/or their substitute decision makers were provided with a letter explaining the project. Family members were invited to participate in pre-and post-focus groups as well. Consent was obtained pre-and post-intervention.
A total of 90 staff were recruited at the outset. Sixteen residents provided their perspectives before implementation (11 in interviews; 5 in a focus group), and ten participated in post-implementation interviews. Three residents participated both pre-and post-implementation. There were 9 family members who participated in the initial focus group and 4 in the post-implementation focus group. Only one family member participated in both.
Figure 1 Project flowchart

Pilot implementation and project flow
The project flowchart ( Figure 1 ) reflects that participatory action was a key driver throughout the initiative. Two project teams were formed at the onset of the project: a steering committee and a clinical implementation team. The steering committee was established to develop and guide the project and to champion the project within the facility. It consisted of senior administrative staff (including a member of the Executive Team), researchers, and lead clinical staff within the organization. A clinical implementation team (CIT) was established to guide the practical clinical implementation of the selected recommendations. The CIT included registered nurses and PSWs from the pilot units from day and evening shifts, interprofessional staff, members from Volunteer Services, and staff with experience in implementing best practice/knowledge translation. The CIT provided support and problemsolved around clinical issues arising during the implementation process, participated in the selection of the specific recommendations from the clinical practice guidelines for implementation, facilitated/enabled teams to access resources, and provided a link between the steering committee and the clinical teams. The CIT also promoted, marketed, and championed the implementation of the mental health guidelines project as informal opinion leaders. The CIT members were instrumental in preparing the Workshop Day and many of the knowledge translation activities. They also ensured their units were well informed and that issues affecting implementation were addressed in a timely manner. Critical to the success of this project was the team coach and project co-ordinator, who provided leadership and guidance for the CIT and played a key role in liaising between the CIT and the steering committee.
Problem identification
Focus groups were conducted with primary stakeholder groups (unit staff, families, and residents) to collect baseline information with regards to the current state of practice for psychosocial and mental healthcare on the units. Participating family members attended an evening focus group. Staff members were divided into groups based on their unit, shift, and professional association (i.e., registered nursing staff, PSWs, interprofessional team). Pre-implementation there were five focus groups (2 groups of registered staff, 1 PSW group, and 2 groups of interprofessional team members). Post-implementation, food and nutrition and housekeeping staff also participated in focus groups, for a total of eight focus groups (2 registered staff, 2 PSW, 2 interprofessional team, 1 food and nutrition services, 1 housekeeping). Focus groups were conducted by members of the steering committee, who were not involved in clinical care on the units, and by a research assistant. A research assistant also conducted interviews with residents (13 pre-implementation and 10 postimplementation) who were capable of participating and preferred to give input individually rather than as part of a group (see Methods for information on the structure of the interview and Appendix B for the focus group guides).
It was recognized that attempting to implement all 54 recommendations from the CCSMH Guideline [8] was not feasible. Therefore, a "dot voting" process [24] was used for staff, family and residents to identify areas of concern for their specific unit and to help narrow the focus of the initiative. Based on the voting results, the CIT identified three primary areas of concern for each unit. All three units identified interprofessional education regarding "mental health and challenging behaviours" as one of the top three areas requiring improvement. As a result, the CIT and steering committee decided to focus on this one issue for all three units. The specific recommendation as stated in the CCSMH guidelines was as follows:
LTC homes should have an education and training program for staff related to the needs of residents with depression and/or behavioural concerns. Ideally, dedicated internal staff would be available to provide leadership in this area, including the development and delivery of best practices. [8] By focusing on this one recommendation, we implicitly addressed ten recommendations in the guideline (see Appendix A for a comprehensive list).
Change processes
Implementation of the recommendation began with a day-long staff workshop. All staff, including dieticians, family physicians, housekeeping staff, nursing staff (registered and non-registered) physiotherapists, psychiatrists, social workers, therapeutic recreation staff, unit clerks, unit directors, and unit volunteers were invited to participate. The workshop included an introduction to the mental health clinical practice guideline, didactic education on topics such as mental health in LTC and strategies for managing challenging behaviours, unit-based case discussions conducted in interactive small groups, a discussion of the resources available to staff, and several collaborative/motivational components. At the workshop staff also recommended other changes that they felt could improve the management of mental health issues on the unit.
After the workshop several of the change improvements identified at the workshop and "easy win" themes from focus groups were implemented on the units. For example, during the workshop it was identified that communication between the PSWs, who provide the daily care, and other members of the interprofessional team needed improvement. To enhance communication and improve teamwork, PSWs were invited to participate in weekly interprofessional team rounds to provide firsthand reports about the residents and to participate in discussions around recommendations for care. Additionally, in response to the staff 's request for "just-in-time" learning, each week small, unit-based meetings, called huddles, were held to discuss resident-specific issues related to mental healthcare and behavioural care (e.g., hoarding food, aggressive behaviour in the dining room). During huddles, staff brainstormed solutions/action plans for the issue with a semi-structured format, assigned tasks relating to the action plan (which was documented and kept in a binder on the unit), and anticipated possible challenges.
The following week staff reviewed the action plan and the outcome, and either revised the plan or addressed a new issue depending on the situation. Initially the huddles were facilitated by the team coach/project co-ordinator or research assistant; responsibility later transferred to the nursing staff. Huddles were based on the "After Action Review" process as developed by the US military [25] and have been used elsewhere in healthcare, especially for improvement in patient safety [26] . Another change was the increased use of available resources, including the Psychogeriatric Resource Consultant (PRC) for general education sessions and specific case-based issues. The PRC program was developed as part of the provincial Ministry of Health and Long Term Care's Alzheimer Strategy to provide educational and consultative resource persons to LTC homes across Ontario [27] . Each PRC provides support to approximately 12 LTC homes. The PRC was engaged to provide ongoing formal education on relevant topics (e.g., depression, dementia, and delirium) based on staff request and to provide suggestions about management of specific challenging cases.
Evaluation
The evaluation plan included focus groups and a staff satisfaction survey addressing interprofessional teamwork. Time 1 focus groups also provided a means for identifying targets for improvement. Time 1 focus groups were conducted nine months prior to implementation; findings were used to develop and guide implementation of specific guidelines and to examine the impact of this initiative. Time 1 resident interviews and the staff satisfaction survey were conducted four months prior to implementation. Time 2 focus groups, interviews, and satisfaction surveys were conducted eight months post-implementation.
Focus groups and resident interviews
Focus group and resident interview guides were developed by members of the steering committee, many of whom had expertise in mental health and BPSD care in LTC homes. As part of the family and resident focus groups and interviews, participants were asked about their general perceptions of the unit as well as their perceptions of mental healthcare and relationships with staff. Staff members were asked similar questions, but were also asked about the challenges they experienced when trying to manage mental health and BPSD issues, the efficacy of interprofessional teamwork, the available resources for mental healthcare, and whether they had used such resources. Focus groups and interviews were audio recorded and professionally transcribed verbatim. An initial codebook, based on the themes generated, was developed and verified by the research team. All transcripts were initially read and coded by a research assistant using NVivo 2.0 (QSR International, Inc., Cambridge, MA). A member of the research team who had not participated in the original codebook development read the transcripts a second time to verify codes. Codes were placed into 5 main categories: 1) mealtime issues, 2) social isolation, 3) communication among the team, 4) teamwork, and 5) resource availability; as well, a number of subthemes emerged from the data. Consensus was reached through discussion and review of transcripts for examples of direct quotes to verify themes. (See Appendix B for samples of the focus group questions.)
Demographic data
Demographic information was collected to describe study participants who completed the satisfaction surveys and interviews. No demographic information was collected for client, family, and staff focus group participants.
Satisfaction survey
The Program of All-Inclusive Care for the Elderly survey (Outcomes Research in PACE Survey) [28] is a self-administered questionnaire completed by staff, which contains several subscales that assess a variety of interprofessional team and organizational characteristics, including leadership, team cohesion, communication, coordination, conflict management, team effectiveness, workplace conditions, and workplace resources. Scoring is on a 5 point Likert-type scale.
Analysis
Demographic data were analysed using descriptive statistics. Independent samples t-tests were conducted to determine whether there were any significant changes in staff satisfaction with interprofessional team processes from pre-to post-implementation.
Qualitative methodologies were applied to analyze focus groups and interviews using content coding procedures.
Results
Participants
Sample characteristics for both staff and residents participating in the project evaluation are shown in Tables 1, 2 , and 3. The vast majority of staff participants were women (N = 84, 92.3%) and most were employed full-time at the facility (N = 51, 56.7%). PSWs constituted the largest portion of participating staff (N = 36, 40.0%), followed by registered practical nurses (RPNs), (N = 13, 14.4%), food and nutrition services staff (N=13, 14.4%), and registered nurses (RNs) (N=9, 10.0%). Other clinical and non-clinical staff, such as unit directors, housekeepers, unit clerks, and social workers accounted for the remainder of participants (N = 19, 20.9%). Physicians made up 3% (N = 3) of the participants. On average, PSWs had fewer years of work experience compared with staff in other professional categories (10.41 years vs. 14.77 years); t(77.61) = -2.104, p = .04.
As shown in Table 2 , the pre-implementation resident sample (N = 11) was primarily composed of women (N = 9, 82%), and the average age was almost 86 years (M = 85.82, SD = 8.99). The majority spoke English as a primary language (N = 10, 91%). A considerable number were widowed (N =3, 27%) and were Holocaust survivors (N = 3, 27%). As described in Table 3 , resident participants in post-implementation interviews (N = 10) were also mainly women (N = 9, 90%), with an average age of 83 years (M = 83.20, SD = 9.77). The majority spoke English as a primary language (N=8, 80%) and were widowed (N=6, 60%). Fewer were Holocaust survivors (N = 1, 10%). 
Focus group and interview findings
Pre-implementation focus groups identified specific areas where staff, family members, and residents felt that mental healthcare was not provided optimally or that barriers to care existed. Specific concerns focused on mealtime issues, social isolation, communication among the team, teamwork, and resource availability. For example, regarding social isolation, staff reported the desire to have more time to spend with residents, whereas residents reported they wanted more activities. One staff member stated,
It can be quite difficult and quite challenging for us to give the time that we need to give to everybody, all 28 residents.
Residents also commented on the isolation they noticed:
There's other people who feel confined, right … who can feel confined on the unit … they're not able to do as much as they used to do and they feel, hemmed in a bit, right.
There was a "disconnect" in communication reported between staff, families, and residents. Part of the communication issue was felt to be a lack of understanding of mental health issues and the resulting challenging behaviours. When communication was addressed, there was a positive effect on behaviour, as noted in this staff quote:
I find personally, when I go in a room, and she's … not always aggressive when you're beginning. At the beginning, she [is] always polite, saying something to you. If you can just find a way to respond [to] her, make her understand what she's saying, and explain to her.
Staff
In all of the post-implementation focus groups, staff repeatedly commented on improved teamwork and the positive effect that had on care:
We do our rounds, there's more communication and they [are] more organized. Like, before the start of the shift, we give the nurses, just our staff, give them report. And give them updates what's going on, or things that need to be follow[ed] up. And they're all there listening. And then that's it. They do their own thing. They know their assignments well. They're more organized. I know this.
In the focus groups, staff indicated that they felt an increased sense of belonging and being personally valued on the units. They commented on improvements in teamwork, participation, communication, and support from team members. For example, "There's a lot more openness and sharing of information. " One team member commented that she was "taking more leadership, taking an active role in engaging the PSWs and taking the lead on smaller projects … where I didn't really see that much before. " Staff also reported a positive change in attitude and an improved understanding of the resident and the resident's mental health/challenging behaviours. A food server noted, "It's more than the food, what I'm doing … cause uh, I learn about their behaviour, I learn about their personality, and I learn how they are, who they are, and what they are. " Staff also indicated that they had attempted to use external resources, but that their experiences were varied. However, they said it was valuable to have access to those resources, if necessary. Nursing staff were generally more positive about the experience than other professional staff, such as physicians and dieticians, who indicated that the huddles, et cetera, seemed to be more focused on the nursing staff. Staff in these latter groups commented that they had not noticed a significant difference on the units; however, when specifically asked, clinical team members commented that they appreciated having the PSWs at team rounds, as their first-hand input was informative and helpful for their understanding of the client. PSWs also expressed increased satisfaction with their role on the unit and spoke positively of their participation in rounds.
Families and residents
The focus groups with the families did not yield information pertaining to the impact of the project. Families in the post-implementation group seemed happier with the care provided, but only four families participated. Additionally, families stated that they were not sufficiently involved on the unit to be able to discuss the impact of the guideline implementation project or to comment on specific changes in care delivery. Residents were unable or unwilling to participate in a post-implementation focus group. Analysis of the one-on-one resident interviews indicated that residents felt there had been no significant changes in the way mental healthcare was provided pre-and post-implementation, although overall they were happy with the current level of care.
Discussion
To our knowledge, there are no previous studies using a participatory action approach for guideline implementation. Our results support the idea that engaged and consulted staff are more willing to participate in organizational change processes, such as guideline implementation. [12, 14] . The staff on the CIT became agents of change, were ambassadors for the project, and encouraged their colleagues to participate. Likewise, expanding the traditional definition of the "interprofessional team" to include administrative, housekeeping, and food service staff allowed these individuals to provide their insight into more informal moments of care and to highlight their role as team members. Although the ultimate goal of care providers is always to enhance client outcomes, staff performance and perceptions were considered to be key indicators of the success of the initiative. Overall, the strong contribution of the participants was critical in identifying issues and guiding the intervention; their input and direction drove the project.
Positive changes in staff attitude and practice occurred. Attendance of PSWs at weekly team rounds highlighted the importance of their role to other team members and gave everyone an enhanced sense of value of the PSWs' contribution to client goals. PSWs were able to participate in discussions on patient behaviour and emotional state and could directly and immediately implement any suggested changes in care. This contributed to advancing practice and professionalism of all staff.
Participation in the huddles also allowed staff equal opportunity to express opinions, share ideas, and problem solve as a team. There was explicit recognition that all contributions were equally valuable regardless of the team member's role. Staff felt more supported by the team and their leaders. Support from senior administration and unit-based leaders was perceived as critical to the initial and ongoing implementation of this practice. An unexpected and positive by-product was enhanced staff capacity for engaging in knowledge dissemination. For example, RNs, RPNs, and PSWs participated in dissemination of this initiative by presenting at external conferences and taking leadership roles at internal meetings.
Unit staff were keen to participate and responded positively when asked to complete the pre-and post-evaluations. Participation was enhanced with a range of recruitment strategies, primarily scheduling flexibility. However, we did encounter challenges in engaging staff across shifts in the implementation of the behavioural strategies. Huddles were scheduled on specific day and evening shifts. No huddles were conducted on night shift. As a result, some staff never had the opportunity to participate in the huddles. One huddle topic was "better communication across shifts, " attempting to directly address this difficulty. Moreover, weekly team rounds were held during the day and therefore staff on other shifts could not participate in these and were not provided with the same opportunities to learn about behavioural management. The interprofessional team members work across different programs and often had scheduling conflicts that limited their ability to attend huddles. Some staff indicated that this project seemed to be more "focused on dayshift nursing. "
Limitations
There was a risk associated with using a participatory action approach for guideline implementation. Although this approach has gained favour as a research methodology, it is sometimes criticized for lack of scientific rigor [29, 30] . In contrast to more traditional research approaches where the researcher chooses the methodology and recommendation(s) to implement, in our study, staff, families, and residents influenced study questions, interventions, and overall implementation. The process was time consuming and delayed the selection and implementation of the chosen recommendations, as they were tailored to the needs of each pilot unit. However, this approach appeared to enhance team motivation and participation.
Scheduling issues resulted in the project having an enhanced focus on day shift and nursing staff and resulted in less participation from some interprofessional team members.
Another limitation concerned the small number of resident and family participants. Recruitment of residents was challenging. Some residents outright refused to participate, as did family members. Some residents indicated that there was "nothing to change, " while some family members questioned the benefits of research on client care. Specific family requests for information were addressed by the project co-ordinator. Family and residents were kept informed of the initiative via phone calls, letters, and individual meetings. Even family members who chose not to participate acknowledged that they did appreciate receiving letters and phone calls informing them of the study. Currently, the organization is emphasizing the integration of care, education, and research, and it is expected that this focus will address the family concerns.
Sustainability
In order to sustain this initiative across the organization, and as part of the next cycle of the participatory action process, a toolkit focused on managing challenging behaviours through enhanced care and team discussions was developed. Staff identified huddles as the most important component for the toolkit. Other resources such as strategy cards used to facilitate management of challenging behaviours were also included. The toolkit was recently piloted on other units in the facility. It is anticipated that this toolkit can be shared with other LTC facilities at a later date.
Conclusions
Although the project targeted implementation of one specific recommendation from the guideline, 10 of the 54 recommendations from the guideline were addressed. The enhanced awareness and specific skills acquisition also had an impact beyond the narrow scope of the recommendations. The positive study findings are reflective of this. This study presents a strong case for the many possible benefits of using a participatory action approach to improve interprofessional team processes for providing mental healthcare to LTC residents with challenging behaviours. Moreover, the further development of and scholarly approach to the implementation of the planned toolkit will greatly contribute to the body of knowledge related to the interprofessional management of challenging behaviours in LTC residents with mental health disorders.
